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N 000| fnifial Comments

A Licensure survey was conducted from July 15,
2013, through July 17, 2013, at Lakebridge
Health Care Center. No deficencies were cited in
relation to 1200-8-6, Standards for Nursing
Homes.

LABORATORY DIRECTOR'S OR PRO

Division of Heaith Care Facilities

TITLE

Ot cabrate 7] [arfoer 3

" STATE FORM

[ﬁ‘\
VIDER!SUPPLER REPRESENTA‘I’IVE‘S SIG@% ERE
] 6250

S0LVi1

. ‘Lb 'L%'C’
5\5\,

If continuation sheet 1 of 1

JUL 2472013



